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Abstract 
Background: Social connectedness exerts strong influences on health, including 
major depression and suicide. A major component of social connectedness is 
having individual relationships with close supports, romantic partners and other 
trusted members of one’s social network.  
Objective: The objective of this study was to understand how individuals’ 
relationships with close supports might be leveraged to improve outcomes for 
primary care patients with depression and at risk for suicide.  
Design: In this qualitative study, a semi-structured interview guide was used to 
probe patient experiences, views, and preferences related to social support. 
Participants: We conducted interviews with 30 primary care patients at a 
Veterans Health Administration (VA) medical center who had symptoms of major 
depression and a close support. 
Approach: Thematic analysis of qualitative interview data examined close 
supports’ impact on patients. We iteratively developed a codebook, used output 
from codes to sort data into themes, and selected quotations that exemplified 
themes for inclusion in this manuscript.   
Key Results: “Being there” as an important quality of close supports emerged as 
a key concept. “Being there” was defined in three ways: physical proximity, 
frequent or responsive contact, or perceived availability. Close supports who 
were effective at “being there” possessed skills in intuitively sensing the patient’s 
emotional state and communicating indirectly about depression. Three major 
barriers to involving close supports in depression care were: concerns of 
overburdening the close support, a perception that awareness of the patient’s 
depression would make the close support unnecessarily worried, and a desire 
and preference among patients to handle depression on their own. 
Conclusions: “Being there” represents a novel, patient-generated way to 
conceptualize and talk about social support. Suicide prevention initiatives such 
as population-level communication campaigns might be improved by 
incorporating language used by patients and addressing attitudinal barriers to 
allowing help and involvement close supports. 
 
Key Words: social support, military veterans, suicide prevention, major 
depressive disorder 
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Background 
Social connectedness exerts influence across a wide range of health conditions.1 
The impact on patients with, or at risk of developing, psychiatric disorders is no 
exception.2 Among individuals who have stronger, more supportive social 
relationships, incidence of major depression is lower, remission rates higher, and 
burden of symptoms lower, in studies with up to ten years of follow-up.3,4 Studies 
suggest that support and encouragement from close supports—defined here as 
romantic partners and other trusted family and friends in one’s social network—
are among the best predictors of mental health treatment initiation, help-seeking, 
and treatment adherence,5–7  while also being associated with lower overall 
utilization of psychiatric services.8,9 Involvement of family or friends in the care of 
patients with depression has been linked to improvement in self-management10 
and patient satisfaction.11  
The importance of harnessing the strength of social ties extends to suicide 
prevention. Some of this impact may operate indirectly through social supports’ 
impact on major depression, which is a significant contributor to the burden of 
suicide.12 Direct effects have also been observed. A meta-analysis of social 
relationships in older adults found that loneliness and poor perceived social 
support were both robustly associated with risk of suicidal ideation.13 In special 
populations known to have heightened risk for suicide, such as military veterans 
who use Department of Veterans Affairs (VA) services, evidence also suggests 
that social support is protective against suicide risk.14  
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Much of the research on the role and impact of close supports has focused on 
relatively simple actions and behaviors that close supports can undertake, such 
as co-attendance of routine medical visits,15 participation in discharge planning,16 
or medication reminders.17 Relatively little is understood about some of the more 
complex aspects of how close supports might be effective in supporting their 
loved ones with depression. This is vital, given that close supports have the 
potential to either help or hinder care for patients with depression or other 
psychiatric problems.18,19 Even when well-intentioned, close supports’ attempts 
can backfire and inadvertently increase patient distress or result in patients 
feeling labeled, judged, lectured to, and rejected.20 
Bolstering the strength of social ties is an increasing priority in healthcare, 
particularly within suicide prevention efforts in the United States. The Centers for 
Disease Control and Prevention Strategic Direction for the Prevention of Suicidal 
Behavior proposed a strategic vision that centers on preventing suicidal behavior 
by “building and strengthening connectedness or social bonds within and among 
persons, families, and communities.”21 The U.S. Surgeon General’s National 
Strategy for Suicide Prevention also outlined an objective to “effectively engage 
families and concerned others through entire episodes of care” for individuals at 
risk for suicide.22 In the Department of Veterans Affairs (VA), which provides 
healthcare to about six million military veterans in the United States, suicide 
prevention is the top clinical priority.23 Nationally, suicide rates have climbed 
significantly in the last decade.24 Suicide also disproportionately impacts military 
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veterans who comprise 14% of all deaths by suicide among U.S. adults, despite 
constituting only 8.5% of the U.S. adult population.25,26  
Given the impetus to leverage social ties as a means to improve depression care 
and prevent suicide, we sought to understand social connections in patients with 
depression and at risk for suicide. Specifically, our aims in the current study were 
to characterize relationships between veterans and their closest social ties,and 
identify how close supports are involved in or impact veterans’ depression care.  
 
Methods 
Setting and Sample 
Data from this study are taken from a larger observational cohort study of 301 
primary care patients at a VA medical center and its satellite clinics who had 
symptoms of major depression and reported having at least one close 
relationship.27 The larger study used mail and phone contact to recruit 
participants who had a positive depression screen and at least one primary care 
visit in the preceding year. The study focused on developing a quantitative 
understanding of the features of social relationships that were associated with 
depression-related outcomes in veterans. In the present study, participants 
consisted of a subsample of these patients who participated in an additional 
qualitative interview. We consulted with the local veteran engagement group for 
research, which consisted of three to six veterans, affiliated with our VA medical 
center.28,29 This group provided feedback at multiple timepoints during this 
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qualitative study to help inform the sampling strategy, refine the interview guide, 
and interpret results (themes). 
Data Collection 
We used maximum variation sampling,30 a purposive sampling strategy that 
seeks to include a diverse group of individuals who may communicate different 
perspectives. We purposively sampled participants for interviews out of the larger 
pool of 301 to maximize diversity across several key characteristics of interest 
(gender, depressive severity [PHQ-9 score], and social connectedness 
[responses on the NIH Toolbox Adult Social Relationship Emotional Support and 
Instrumental Support scales, number of close supports, social media use, and 
marital status]). Fifty individuals were invited to participate in this study; of these 
30 were interviewed, a number chosen based on the literature and our research 
team’s experience reaching thematic saturation with such a sample size.31,32 Two 
study investigators (HM and AT) conducted all qualitative interviews in-person, 
which lasted approximately one hour each and were audio-recorded. Interviews 
were semi-structured, based on an interview guide (see Online Appendix) 
containing questions in the following broad domains: 1) description of close 
supports, 2) awareness and involvement of close supports in the patient’s 
depression care, 3) barriers and facilitators to involving close supports in 
depression care, and 4) preferences around an intervention to enhance 
involvement of close supports in patients’ depression care. Interviews were 
conducted between January 2018 and March 2019. We compensated 
participants with a $25 gift card. The Institutional Review Board at the VA 
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Portland Health Care System approved the study and procedures. All 
participants provided written informed consent to participate. 
Data Analysis 
We conducted thematic analysis, with the aim of bringing our preexisting 
research objectives to the analysis of the data while also investigating novel and 
unanticipated themes.33,34 To develop a codebook, the interviewers reviewed an 
initial set of interview transcripts and generated codes organized into four a priori 
domains. The analysis team (AT, HM, SO, and SD) then reviewed four interview 
transcripts and had group discussions to establish mutually agreed upon codes 
and definitions. We used open coding to add relevant, unexpected codes and 
conceptual memos to track emergent themes (inductive analysis). The analysis 
team iteratively refined the codebook, resulting in 60 codes across the four 
domains. Interviewers independently double-coded transcripts, with differences 
adjudicated by mutual consensus. To organize data, we used Atlas.ti Version 7. 
The analysis team used output of selected text organized by codes to sort data 
into themes. Data (quotes) that exemplified themes were selected for inclusion in 
this manuscript. Interviews were transcribed verbatim, however, for the purposes 
of this manuscript quotes are presented with naturalized transcription (e.g., filler 
words removed).35 
Results 
Participants 
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Descriptive characteristics of the 30 interview participants at the time of their 
initial study entry are provided in Table 1. Although just 20% of participants were 
women, this is higher than the proportion of women in the VA (approximately 9%) 
due to our sampling strategy. Other demographic characteristics were similar to 
what is found in the VA patient population in Oregon.36,37 Eighty percent of 
participants had at least moderately severe depressive symptoms, 63% had ever 
had seriously thought about suicide, and co-occurring posttraumatic disorder, 
anxiety disorder, and substance use disorder were common. The average 
number of close supports (“people with whom you discussed matters that are 
important to you") was 3.7 (range: 1-18). 
[Insert Table 1 approximately here] 
Emergence of “being there” as a core theme 
In analyzing the interviews, we identified a variety of ways that close supports 
enhanced patients’ treatment and recovery from depression, as well as barriers 
to involving close supports in their depression care. One major theme was 
patients’ appreciation of each of the types of social support that are included in 
prevailing frameworks of social support. This includes emotional support (e.g., 
care and loving), instrumental support (e.g., transportation, assistance with 
medications, appointments or related healthcare issues), and informational 
support (e.g., advice). However, patients varied considerably in the extent to 
which they emphasized one form of support versus another. In contrast, a core 
theme across most interviews was patients’ valuation of close supports in a more 
indirect and abstract way. In particular, patients described helpful close supports 
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as “just being there,” “sensing” their needs, and being able to “read” or “just get” 
the patient. Of note, this theme emerged inductively, with no explicit inquiry about 
how patients define “being there.” 
How do patients define “being there”? 
Patients described “being there” as a central characteristic to what makes a 
particular person a close support to them. Typically, “being there” referred to 
availability in the veteran’s day-to-day life, that is, with day-to-day life events and 
stressors. “Being there” was usually not specific to patients’ experiences with 
episodes of depression or healthcare related to depression.  
There were three common ways that patients defined “being there.” The first 
definition was more or less literal. Close supports provided “physical comfort” or 
were in close physical contact with the patient. As one 66-year-old married 
female veteran said about her spouse, “He’s just there. I can go wrap myself 
around him and just get a hug. That feels good. So I just stay there and get a kiss 
and then go back to doing what we were doing.” Oftentimes, this meant the close 
support lived together with the patient, as alluded to in this quote: “But with him 
as far as the trust, he’s there all the time. There’s no reason not to trust because 
anywhere he goes, I’m usually with him.” (51-year-old male) 
Patients’ gave other examples of close supports “being there” without necessarily 
being in close proximity. In this second definition, “being there” involves 
frequently checking in or rapidly responding to the patient. A 51-year-old married 
female veteran said about her close friend, “She’s always there for me. No matter 
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what and if I don’t get a hold of her, she gets a hold of me.”  Patients described 
this as occurring through multiple modes of communication. 
She’s always there when I need her, despite all her health problems. She 
will be there for anything. I can talk to her, I can text her, I can go over 
there and we’ll have … a Bloody Mary or something and we’ll go out and 
talk. (67-year-old male) 
 
She’s always there with a happy, soft voice. If she picks up on something 
during the day when we’re at work, she’ll send me a text or call at night. 
Or send me something on Facebook, some happy little face on Facebook. 
But she just has a way of letting you know, ‘Hey, I’m here. You’re not 
alone. (51-year-old female) 
The final definition focused on a close support’s perceived availability. Patients 
used phrases such as “If I need her, she’ll come.” (54-year-old female) and “If I 
need him, he’s there.” (47-year-od male) This perception was reported to be 
based on prior episodes that tested the reliability and dependability of the close 
support. Sometimes this included acute times of need (e.g., “When I went into 
the hospital for three weeks she was there and never left.” [64-year-old male]) 
but more often it was patients’ recollection in more mundane situations, such as 
responding to phone calls.  
And since he’s so accessible, it’s not like I call and then wait for a week for 
a response. He’s very good about returning calls. (65-year-old male)  
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She’s 90, I’d say 94% able to answer the phone whenever I need to call. 
(54-year-old female) 
 
I’ve never had her cut a phone conversation short, or try to put me off. She 
just really tries to make me feel better. (54-year-old female) 
How can a close support “be there”?  
In order for a close support to “be there” for a patient with depression, two skills 
appeared particularly useful: 1) sensing the patient’s emotional state and 2) 
communicating indirectly about it. Sometimes the sensing ability was based on 
having shared background or experiences, such as being in the military together 
or having experiences with health problems. However, more often patients 
described the skill as being “attuned” to them or “reading” them. 
We’re pretty attuned to one another and know when things change, are 
different. And so we discuss a great deal very frequently. (47-year-old 
male) 
 
She can pick up on my slightest little change, my moods or whatever. She 
can read me like an open book. I’ve never met anybody like that. (51-year-
old female)  
 
He does recognize when something’s not right with me, either mentally or 
physically. He can pretty much tell. He knows how to read me faster and 
better than anyone, maybe other than my ex-wife. (62-year-old male) 
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I mean, she is pretty in-tuned. We’ve been together a long time, so she 
reads me pretty well. She knows where there’s a point where it’s not going 
to get any farther so she kind of stops pushing on things. She takes me 
past my comfort level for sure, but she also knows there’s definitely this 
stage, ‘Okay we worked enough on this’…. (33-year-old male) 
Communication skills were also seen as an important quality in close supports. 
They were perceived as being adept at understanding patients’ experiences with 
depression by using an indirect communication style. This is illustrated by 57-
year-old divorced male veteran who said, “I’ll broach the subject, whatever my 
concern is, and then we’ll hash it out over supper. And we don’t focus usually on 
the problem. We kind of nibble around the edges and talk about other things. And 
then sometimes we come back to it.”  Similarly, patients frequently felt that close 
supports were most effective at helping with depression when they engaged 
naturally in conversations about more mundane, day-to-day topics:  
Like I said, natural, normal interaction with life and how you doing. ‘Well, 
I’m doing okay. This is what’s been going on.’ Just kind of chit chat back 
and forth. Has a natural way of pulling things out. I can’t even give an 
example because you don’t even realize she’s doing it. (51-year-old 
female) 
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We just discuss what’s going on. It’s not exactly that I say I’m depressed. 
We just discuss what going on, and all the new stuff that’s happening. All 
the fiascos. (51-year-old female) 
 
It’s never—because we do speak frequently—deep. It’s sort of topical, 
more of an update: how you’re doing today, how’s everything, how are we 
feeling. It’s just worked in with dinner conversation. It’s not a scheduled 
event or really heavy. It’s just light and easy. And I’m not the only person 
in the extended family who’s got issue with mental health or -ism’s, so it’s 
a topic that’s not taboo. (47-year-old male) 
What barriers must be overcome for a close support to “be there”?  
Three commonly held patient perceptions can act as barriers to the involvement 
of their close supports. First, patients often believed that close supports were 
already too overburdened to be there for the patient. For instance, a number of 
patients mentioned that their close supports had “their own issues,” such as 
psychiatric or other health problems. Other patients were more concerned about 
the general potential for psychological burden or, more simply, impositions on 
others’ limited time and availability.  
Well, he’s got enough stuff going on, and I’m sure he would be glad to do 
whatever it took, or whatever degree of involvement was recommended. 
But he’s got a life to live too. (65-year-old male)  
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I relied on her more at one time because she was available. She’s a 
mommy with two kids now. Beautiful kids that take up a lot of her time and 
a job and a husband. She’s got her own crap to deal with, so the less I put 
on her the better. (60-year-old male) 
 
He’s busy and unavailable at times. So it’s not really something he 
deliberately does. He’s got family and grandkids in the area, and he’s got 
friends that he goes camping, fishing. And he’s got a girlfriend so he 
spends time with her. There’s times when he’s just not—lack of availability 
for a better word. (57-year-old male) 
Second, patients often reported that if close supports know about the patient’s 
depression, this knowledge will induce unnecessary worry and anxiety for the 
close support. Even the act of disclosing their depression status to a close 
support was often avoided by patients due to perception that it would trigger 
worry. 
 
[Changing how she tries to help with my depression] would only involve 
making her aware of the extent of my problems and to me that’s not fair to 
her. (55-year-old male) 
 
I’ve never told my brother or sister whenever I come [to the VA for 
depression care]. They’d get all carried away and visit me and all that. (70-
year-old male) 
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Finally, many patients described a strong tendency to be self-reliant and manage 
depression on their own. “Never had help in depression from another person. 
Whenever I’ve been depressed like that, it’s always been something that I’ve had 
to pull myself out of,” stated a 27-year-old divorced male veteran . Many veterans 
described this as part of their nature (“I’ve always lived alone, and I’m not looking 
for support.” [69-year-old male]), while a few attributed this tendency to military 
culture or norms around masculinity. This self-reliance can occur even in the 
midst of depressive symptoms that ironically interfere with a patient’s very ability 
to be self-reliant. According to a 63-year-old married male veteran, “There’s time 
I’m just so down, I don’t want to go anyplace, I don’t want to see anybody, talk, 
that type of thing. And at that point of time, I don’t normally think that there’s 
anybody that can get me out of that except for myself.”  
 
Discussion 
In this qualitative study of 30 VA patients with symptoms of major depression, 
inductive analysis led to the emergence of “being there” as a common way of 
characterizing the qualities of a close social support. Patients defined “being 
there” as physical proximity, social contact that was frequent or responsive, or 
the perceived availability of their preferred family and friends. In addition to 
“being there,” close supports tended two possess two skills that complemented 
their role in “being there”: sensing a patient’s emotional state and being able to 
indirectly communicate about the patient’s depression. While social support 
generally connotes availability of others to provide support, “being there” appears 
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to extend beyond this to include more of an active, connected presence in one’s 
life. Common barriers that patients perceived to engaging and involving their 
close supports were concerns of overburdening or worrying them, and patients’ 
desire to be self-reliant. These core findings are summarized in Figure 1.  
[Insert Figure 1 approximately here] 
Findings in the context of the literature on social support 
This study provides evidence of a unique way that patients describe, and 
perhaps even conceptualize, their social support. The importance of 
incorporating patients’ perspectives and the language used to describe social 
support is underscored by the movement for patient-centered care. In the extant 
health research literature, social relationships are typically described by their 
structure (“existence and interconnections among differing social ties and roles”), 
function (“functions provided or perceived to be available”), or quality (“positive 
and negative aspects”).38 Structural measures are most common,39 presumably 
because they are easiest to measure (e.g., marital status). Nonetheless, each of 
these aspects are measurable, which has given rise to studies with the explicit 
goal of comparing the relative influence of these different ways of measuring 
relationships40–42 or combining measures into multi-dimensional indices 
(sometimes referred to as “social integration”).1,43,44 
Despite these various measurements and comparisons of measurements, “being 
there” appears somewhat overlooked in measures of social support, which 
instead tend to focus on other features (e.g., being “understood,” being “cared 
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about,” or having someone to “open up” to).45 Given this, it would be worthwhile 
to consider revisions to existing social support measures that incorporate patient 
language around “being there.” Research attempting to validate such revisions 
and engage patients as partners in the process would be in line with principles of 
patient-centered research and the Patient-Centered Outcomes Research 
Institute (PCORI). “Being there” would seem to us to be a multi-dimensional form 
of social connection, albeit somewhat more abstract than those usually 
described.38 As characterized by the participants in this study, “being there” at 
times has a quantitative, structural quality (i.e.., frequency of social contact). Yet 
it also has a functional quality (i.e., perceived availability in times of need), and 
close supports possess a difficult-to-describe ability to effectively sense and 
communicate with patients. There is a saying: “Not everything that can be 
counted counts, and not everything that counts can be counted.”46 “Being there” 
would seem to remind us of this adage. 
Implications for suicide prevention  
Our study sample consisted of patients with a relatively high level of depression 
symptoms and a significant minority of patients experiencing suicidal ideation. 
Given this, the potential implications of “being there” for suicide prevention are of 
much relevance and include theoretical and practical issues. On a theoretical 
level, our findings align with the Interpersonal Theory of Suicide, one of the 
leading theories used to explain suicidal behavior.47 In this theory, the desire for 
suicide arises from the belief that one is alone in the world (thwarted 
belongingness) and that one is a burden to those around them (perceived 
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burdensomeness); reducing either of these beliefs will reduce the risk of suicidal 
behavior. Thus, according to this theory, a close support who fulfills the definition 
of “being there” and does not trigger perceived burdensomeness would be quite 
effective at reducing suicide risk.  
On a practical level, our findings have bearing on care for patients at risk of 
suicide and for multiple currently deployed suicide prevention interventions. 
Table 2 summarizes a number of clinical care and intervention recommendations 
based on our findings. For instance, when primary care providers speak with 
patients who have screened positive for suicidality, using patient-centered 
language (“Is there someone who can really read you and sense how you are 
doing?” or “Let’s identify someone who you believe can be there for you.”) may 
be effective in engaging in a dialogue about social connectedness. In terms of 
implications for interventions, safety plans, which are commonly used in health 
care systems such as VA practice, could be modified. While safety plan 
templates reference close social contacts, they typically do so by instructing 
patients to identify contacts who can serve as a distraction or offer help, rather 
than close supports who are effective at “being there.” 48 Another relevant type of 
intervention is communication campaigns, particularly VA’s #BeThere campaign 
(https://www.veteranscrisisline.net/support/be-there) and a related campaign 
(#Bethe1To) for the general public is promoted by the National Suicide 
Prevention Lifeline (http://www.bethe1to.com/). #BeThere reflects much of the 
current public messaging around suicide prevention in veterans (see Figure 2 for 
a sample #BeThere campaign message). In the words of the campaign itself, it 
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encourages everyone to “do something to help the Veterans in our lives.”49 Our 
findings suggest that #BeThere may be tapping into a notion that is highly valued 
by veterans with major depression who are likely to be at elevated risk of suicide. 
[Insert Table 2 approximately here] 
[Insert Figure 2 approximately here] 
Communication campaigns have the potential to make meaningful changes in 
health behavior at a population level.50 However, many campaigns have not 
historically adhered to principles for developing effective communication and 
consequently may not support suicide prevention goals.51 We believe the 
qualitative work in this study provide a robust rationale for developing and testing 
campaign messages that address veterans’ attitudinal barriers allowing the help 
and involvement close supports. While prior campaigns such as “It’s Your Call”52  
would seem to address barriers such as veterans’ preference for self-reliance, 
other barriers such as fears of burdening and worrying close supports have 
generally not been addressed in suicide prevention communication campaigns. 
We suggest that campaign developers create and pre-test messages designed to 
target veterans and counter their belief that being there is a burden or worrisome 
to close supports. By doing so, campaign developers would be using strategies 
(e.g., formative research and audience segmenting) common to effective public 
communication campaigns.53 
Another potential implication centers on training for close supports. Close 
supports who had mastered “being there” possessed qualities that are not simple 
to teach, such as an ability to sense others’ emotional needs and communicate 
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openly but indirectly about depression. These qualities may require significant 
time and shared experiences with the patient to adequately develop, highlighting 
a challenge to creating more social support for veterans with depression. Studies 
of peer support interventions for patients with depression have similarly 
concluded that sophisticated training may be a key component to providing the 
skills needed to effectively support patients with depression54,55. 
Study Limitations 
Our findings should be considered in light of this study’s limitations. First, all 
participants were required to have at least one identifiable close social support in 
order to be eligible for this study; understandably, some of the most vulnerable 
patients may have no identifiable source of support. Second, perspectives of 
close supports themselves are not contained in this study. Thus, some of our 
findings—particularly those related to preference for indirect communication—
may reflect interpersonal processes that are common in patients with 
depression.56,57 We are currently conducting an analysis of a separate set of 
interviews from close supports and hope to integrate and compare results 
between patients and close supports in future work. Third, our sample consisted 
of veterans with probable major depression from a single VA medical center who 
were amenable to participating in an in-person interview. Different findings may 
emerge from other populations.  
Conclusions 
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In this qualitative study about social support in VA primary care patients with 
major depression, “being there” emerged as a core theme and a key quality 
possessed by close supports. Close supports who are effective at “being there” 
tend to be in close physical proximity, provide frequent or responsive social 
contact, or are seen as being readily available. They also are skilled in sensing a 
patient’s emotional state and communicating indirectly about the topic of 
depression. Concerns about burdening or worrying a close support, and a desire 
for being self-reliance were common barriers to patients enlisting the help of a 
close support. We believe “being there” is a novel, patient-centered, and useful 
way to conceptualize social support. Healthcare efforts to encourage involvement 
of patients’ loved ones, particularly public messaging campaigns for suicide 
prevention, may benefit from incorporating patients’ views related to “being there” 
and addressing their perceived barriers to engaging close supports.  
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Table 1. Descriptive characteristics of the study sample (N=30) 
 
Results presented as n (%) or mean (±SD) 
Demographic 
characteristics 
 
Age  60.3 (±10.4) 
Sex  
Male 24 (80) 
Female 6 (20) 
Race/ethnicity  
White 25 (83.3) 
Black 0 
Latino 1 (3.3) 
American Indian/Alaska 
Native 1 (3.3) 
Other 3 (10) 
Socioeconomic 
characteristics   
Education   
Some high school 0 
GED or HS diploma 3 (10) 
Some college 12 (40) 
Associates degree 9 (30) 
College degree+ 6 (20) 
Household income  
<$15,000 5 (16.7) 
$15,000 to $29,999 9 (30) 
$30,000 to $49,999 9 (30) 
$50,000 to $74,999 3 (10) 
$75,000 to $99,999 3 (10) 
$100,000+ 1 (3.3) 
Urban/rural  
Urban 26 (86.7) 
Rural 4 (13.3) 
Stable housing 28 (93.3) 
Own a house 18 (62.1) 
Household 
characteristics  
Living alone 11 (36.7) 
Marital status  
Married or living with 
partner 14 (46.7) 
Divorced or separated 12 (40) 
Widowed 3 (10) 
Never married 1 (3.3) 
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Number of close 
supports  3.7 (4.0) 
 Median=2 
Range= 1,18 
Depression severity  
None-minimal (PHQ-9 
score 0-4) 
2 (6.7) 
Mild (PHQ-9 score 5-9) 4 (13.3) 
Moderate (PHQ-9 score 
10-14) 
10 (33.3) 
Moderately severe (PHQ-
9 score 15-19) 
6 (20.0) 
Severe (PHQ-9 score 20-
27) 
8 (26.7) 
Suicidal ideation and 
behavior  
Ever seriously thought 
about suicide 19 (63.3) 
Ever attempted suicide 4 (13.3) 
Screened positive for 
suicidal ideation (DSI-SS 
score >= 3) 
8 (26.7) 
Psychiatric diagnoses 
in prior 12 months 
 
Depression 18 (60.0) 
PTSD or anxiety 
disorder 11 (36.7) 
Personality disorder 0 
Psychotic disorder or 
bipolar disorder 2 (6.7) 
Any substance use 
disorder  6 (20.0) 
 
 
 
Table 2. Clinical care and intervention recommendations 
1. Use patient-centered language when inquiring about patients’ social 
support and social connections (e.g., “Is there someone who can read you 
and sense how you are doing?” or “Let’s identify someone who you think 
can really be there for you.”) 
2. Develop interventions that provide in-depth training of skills possessed by 
close supports (sensing others’ emotional needs and communicate openly 
but indirectly about depression). 
3. Consider modifying safety plans templates to emphasize identifying others 
who can “be there” or are skilled in acting as a close support (e.g., be in 
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close physical proximity, provide frequent/responsive social contact, sense 
emotional state). 
4. Create, pre-test, and evaluate messages for use in suicide prevention 
campaigns that target patients and counter their belief that asking 
someone to “be there” is a burden or worrysome to the support person. 
 
 
Figure 1. “Being There” as an important quality of close supports for patients with 
depression 
 
 
 
Figure 2. Sample material from the VA #BeThere suicide prevention campaign 
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Source: https://www.blogs.va.gov/VAntage/58725/preventing-veteran-suicide-
begins-
willing/?fbclid=IwAR0HsQZ5JJajTMFE2hlodvQmvL7PxB2VuTk2ALYTfK21PEo-
FOTJs5NoIlw 
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Appendix 
 
Patient Interview Guide 
 
Section 1: Description of Social Network (10 minutes) 
Core Questions Notes and Probes 
PLAN A 
1. Back when you did the survey 
with us, you identified (NAMES) 
as important in your life. 
Thinking about your life now, 
who would you say is the most 
important person? 
 
[IF MORE THAN 1 NAME GIVEN: 
Okay, who would you say is most 
involved/would want to be the most 
involved in your health/healthcare?] 
 
 
 
 
 
 
PLAN B 
[IF NAME IS GIVEN, BUT DOESN’T 
WANT THEM TO BE INVOLVED IN 
HEALTHCARE: Okay, what would 
make a person particularly important 
in your life? Describe the sort of 
relationship that would be significant 
to you, what things about it (traits) do 
you value most?] 
 
PLAN C 
[IF NO NAMES ARE GIVEN: Other 
than someone that you know/are 
already close to, who else might be 
helpful to involve in your healthcare?] 
 
 
 
NAME 1: 
 
 
NAME 2: 
 
 
• What makes him/her most 
important to your healthcare? 
• Who would you most likely call in 
case of a crisis? Why?  
• What is his/her current connection 
to your healthcare? 
• What qualities does he/she have 
that are most important for your 
health?  
 
 
• What would need to change for 
you to have someone involved in 
your healthcare? 
• What would need to change for 
someone else for him/her to be 
involved in your healthcare? 
 
 
 
 
• What about introducing a new 
support, such as a healthcare 
provider? 
• What would you need to feel 
comfortable having someone that 
you don’t currently know involved 
in your healthcare? 
• What are the qualities of 
(NAME/ROLE) that would make 
you want to involve him/her in your 
healthcare?  
35  
• In what ways can the VA offer 
support for this relationship? 
 
 
For the rest of the questions today, I would like you to think about the people you 
described as being most important to you: (NAMES).   
 
[If 2+ names given]: For simplicity, I may refer to them together as your close 
relations. 
 
Section 2: Barriers and Facilitators to Engaging Close Relations in 
Patient’s Depression Care (5-10 minutes) 
Core Questions Notes and Probes 
1. What are your biggest worries 
or concerns about involving 
(NAME) in your care for 
depression? 
 
• Tell me more about that. 
• Is there anything you think the VA 
could do to ease that concern? 
2. Do you think involving (NAME) 
in your depression care at the 
VA would change your 
relationship with (NAME)?  
 
• What is one way it might make 
your relationship better? 
• What is one way it might make 
your relationship worse? 
• Tell me more about that. 
 
3. To what degree would you allow 
(NAMES) to access information 
about your depression care? 
 
• Do concerns about privacy limit 
your desire to involve others? 
4. What additional skills, 
knowledge, or resources do 
you need in order to better 
involve close relations in your 
health care generally? 
 
• What are the specific needs 
related to involvement in 
depression care?  
 
Section 3: Close Relations’ Awareness and Perceptions of Patient’s 
Depression  
(5 minutes) 
 
Core Questions Notes and Probes 
1. Tell me about the last time you 
talked with (NAMES) about your 
symptoms of depression. 
 
 
 
[If “never”]:  
• Tell me more about why you are 
not talking with (NAME) about 
your depression? 
 
[If at least one time recalled]:  
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[If participant expresses inactive 
depression: Think back to when you 
had depression…] 
 
• How did depression come up? 
 
 
 
 
 
 
Section 4: Close Relations’ Current Involvement in Patient’s Depression 
Care (15 minutes) 
Core Questions Notes and Probes 
1. What is the most helpful thing 
that (NAMES) do for you as you 
have dealt with depression? 
 
2. What has been the most 
unhelpful thing that (NAMES) 
do for you as you have dealt 
with depression?  
 
• Tell me more about that. 
 
 
 
• What is something that (NAMES) 
do that they think is helpful, but is 
actually unhelpful to you? 
3. Please think now of times when 
you have used the VA for help 
with depression symptoms. 
“Using the VA” could be clinic 
visits, telephone calls, 
interacting with the pharmacy, 
calling the Veterans Crisis Line, 
or anything else you think fits.   
 
What is one way that your close 
relations were involved in any of 
these times using the VA? 
 
• Tell me more about that. 
• How about your close relations 
giving you advice about 
depression care? 
• How about your close relations 
helping you get organized or 
prepare for doctors’ 
appointments? 
 
 
 OFFER 5-MINUTE BREAK IF PARTICIPANT HAS NOT ALREADY TAKEN 
ONE. 
 
Section 5: Preferences Around New Ways to Involve Close Relations in 
Patient’s Depression Care (5-10 minutes) 
Finally, we’d like to shift gears and talk about some of our ideas for a new 
program. This program would be for VA patients in primary care who have 
depression. We are interested in programs that might involve your close 
relations in some way or another.   
 
Core Questions Notes and Probes 
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1. First, if you could change how 
(NAMES) try to help you with 
depression, what would it be?  
 
 
• What are ways the VA could help 
with that? 
• What would be the one thing 
you would most want to change –
either for you or for other 
patients with depression? 
 
[If having trouble with the “way the 
VA tries to help”: We are interested 
in new approaches and Ideas you 
might have. What about primary 
care? Mental health? The 
pharmacy? Phone staff and 
schedulers? MyHealtheVet? 
Others?] 
Next, I am going to hand you this 
clipboard and you’ll see [INDICATE BY 
POINTING TO DOCUMENT] a lot of 
different programs that we’re thinking 
about offering. What’s in bold is the 
what we’re thinking about, and the 
questions below that ask you to think 
about: 1) whether you’d like your close 
support to attend; 2) what staff 
members you’d like to have; 3) and how 
you’d like this to be 
conducted/communicated. The column 
next to it says who it’s for.  We’ll go 
through this checklist together and talk 
about your selections.  
 
BE SPECIFIC WITH CHOICES WHILE 
TALKING – STATING EXPLICITY 
WHAT WAS LIKED AND WHY TO 
CAPTURE ON AUDIO. IF 
PARTICIPATN JUST POINTS OR 
SPEAKS GENERALLY, THEN IT’S 
NOT GOING TO BE CAPTURED ON 
THE INTERVIEW TRANSCRIPTION. 
 
2. For program 1, having one of 
your close supports attend a 
clinic visit for depression? 
 
2a.         What type of staff member 
would you like to have for this 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
• Who should attend?  
• Why might this be helpful or not 
helpful? 
 
 
• Do you have thoughts on what 
difference it makes having the 
teaching done by a particular 
type of staff member? 
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appointment? (Choices: nurse, nurse 
are manager, social worker, 
psychologist, psychiatrist, primary care 
provider, peer support specialist) 
 
2b.       How do you want our close 
support to participate in this 
appointment? (Choices: in-person, over 
the phone, email, through 
MyHealtheVet, videoconferencing (aka 
telehealth) 
 
[If unaware of MyHealtheVet: 
MyHealtheVet is a way to access your 
health information online. It can include 
information like your current 
medications, upcoming appointments, 
and lab test results. But it’s not your 
whole medical record.] 
 
 
• What do you think about the VA 
staff member doing it with you 
over the phone? 
 
 
 
• If you have any reservations or 
concerns about this, what are 
those? 
 
 
3. What if your close support 
attends a primary care 
appointment with you that 
includes a 30-minute educational 
session about depression, how 
to treat it, and how to work to 
overcome it? 
 
3a.       What type of staff member 
would you like to have for this 
appointment? (Choices: nurse, nurse 
are manager, social worker, 
psychologist, psychiatrist, primary care 
provider, peer support specialist) 
 
3b.        How do you want our close 
support to participate in this 
appointment? (Choices: in-person, over 
the phone, email, through 
MyHealtheVet, videoconferencing (aka 
telehealth) 
 
• Who should attend?  
• Why might this be helpful or not 
helpful? 
 
 
 
 
• Do you have thoughts on what 
difference it makes having the 
teaching done by a particular 
type of staff member? 
 
 
 
• What do you think about the VA 
staff member doing it with you 
over the phone? 
 
 
 
• If you have any reservations or 
concerns about this, what are 
those? 
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4. What if we call your close 
support to get their input on how 
you’re doing? 
 
4a.        What can we talk to them 
about? (Choices: depression 
symptoms; medication such as 
antidepressants and antianxiety) 
 
4b.       What type of staff member 
would you like to have for this 
appointment? (Choices: nurse, nurse 
are manager, social worker, 
psychologist, psychiatrist, primary care 
provider, peer support specialist) 
 
4c.       In what other ways would you 
want to have us contact your close 
support? (Choices: in-person, email, 
through MyHealtheVet, 
videoconferencing (aka telehealth) 
 
• Who should attend?  
• Why might this be helpful or not 
helpful? 
 
• Why? 
 
 
 
 
• Do you have thoughts on what 
difference it makes having the 
teaching done by a particular 
type of staff member? 
 
 
 
• What do you think about the VA 
staff member doing it with you 
over the phone? 
 
 
 
• If you have any reservations or 
concerns about this, what are 
those? 
 
5. What about helping you and your 
close support with 
communication skills? 
 
5a.       What type of staff member 
would you like to have for this 
appointment? (Choices: nurse, nurse 
are manager, social worker, 
psychologist, psychiatrist, primary care 
provider, peer support specialist) 
 
5b.        How do you want our close 
support to participate in this 
appointment? (Choices: in-person, over 
the phone, email, through 
MyHealtheVet, videoconferencing (aka 
telehealth) 
 
• Why might this be helpful or not 
helpful? 
• What are your thoughts on role 
playing? Something else? 
 
• Do you have thoughts on what 
difference it makes having the 
teaching done by a particular 
type of staff member? 
 
 
 
• What do you think about the VA 
staff member doing it with you 
over the phone? 
 
 
 
 
40  
• If you have any reservations or 
concerns about this, what are 
those? 
 
6. What if you allow your close 
support to be in contact with your 
doctor or nurse? 
 
6a.        What type of staff member 
would you like to have for this 
appointment? (Choices: nurse, nurse 
are manager, social worker, 
psychologist, psychiatrist, primary care 
provider, peer support specialist) 
 
6b.       How do you want our close 
support to participate in this 
appointment? (Choices: in-person, over 
the phone, email, through 
MyHealtheVet, videoconferencing (aka 
telehealth) 
  
• Why might this be helpful or not 
helpful? 
 
 
• Do you have thoughts on what 
difference it makes having the 
teaching done by a particular 
type of staff member? 
 
 
 
• What do you think about the VA 
staff member doing it with you 
over the phone? 
 
 
 
• If you have any reservations or 
concerns about this, what are 
those? 
 
7.          What if you allow your close 
support to login to your MyHealtheVet? 
 
7a.        Would you prefer to be able to 
set privacy option to limit what your 
close support sees in MyHealtheVet? 
 
7b.        What types of information on 
MyHealtheVet would you like them to 
see? (Choices: upcoming 
appointments, lab results, prescription 
medications, health records, messages 
with your doctor and/or nurse) 
 
 
 
• Why might this be helpful or not 
helpful? 
 
 
• If you have any reservations or 
concerns about this, what are 
those? 
 
 
 
 
